This study examined the prospective relationships among borderline per sonality disorder (BPD) symptoms, interpersonal problems, and types of aggressive behaviors (i.e., experiencing psychological and physical victimiza tion and perpetrating psychological and physical aggression) in a psychi atric sample (N = 139) over the course of 2 years. We controlled for other PD symptoms and demographic variables. BPD symptoms at baseline were associated with interpersonal sensitivity, interpersonal ambivalence, inter personal aggression, need for social approval, and lack of sociability 6 months later. In turn, interpersonal sensitivity predicted not experiencing physi cal aggression, interpersonal aggression predicted experiencing physical aggression and perpetrating both psychological and physical aggression, need for social approval predicted experiencing both psychological and physical aggression, and lack of sociability predicted perpetrating physical aggression 2 years later. Results demonstrated that interpersonal problems mediated the Article
. Most of these studies recruited men or women who had been arrested for violence against an intimate partner, which limits the generalizability of the findings. For example, Hughes and colleagues (2007) found that in a sample of women arrested for intimate partner violence (n = 108), BPD symptoms were associated with increased levels of self-reported physically aggressive conflict tactics in romantic relationships. Hines (2008) found a relationship between BPD symptoms and physical, psychological, and sexual intimate partner aggression from general community samples of men and women across 67 sites around the world, indicating that the association between BPD and intimate partner aggression might be generalized to nonclinical populations.
BPD is also associated with perpetrating aggressive behaviors outside the context of romantic relationships. In a sample of men and women enrolled in a clinical trial for the treatment of PDs, those meeting criteria for both BPD and ASPD were more likely to have been convicted of a violent crime, had higher mean scores of trait anger, and outwardly expressed anger when compared with those with other PDs (Howard, Huband, Duggan, & Mannion, 2008) . In addition, based on chart reviews of 81 adolescent inpatients, those with BPD were more likely to perpetrate aggression while on the unit (Faulkner, Grapentine, & Francis, 1999) . Among female prison inmates, BPD was related to self-reported acts of aggression during institutionalization (Warren et al., 2002) . Johnson and colleagues (2000) found that adolescents from a community sample with Cluster A and B PD symptoms were more likely to commit violent acts, including assault and threatening to cause bodily harm, compared with adolescents without these PD symptoms.
Finally, BPD is not only associated with the perpetration of aggressive behavior but also with victimization across the lifespan. For instance, individuals with BPD are likely to report exposure to childhood trauma, including sexual and physical abuse (Burnette & Reppucci, 2009; McClean & Gallop, 2003; Rogosch & Cicchetti, 2005; Wonderlich et al., 2001 ). Childhood abuse is related to revictimization in adulthood, including experiencing intimate partner aggression (Beitchman et al., 1992; Gladstone et al., 2004; Desai, Arias, Thompson, & Basile, 2002) . Thus, individuals with BPD may be at increased risk for experiencing victimization in adulthood. The relationship between BPD and victimization in adult romantic relationships may be due, at least in part, to the fact that victimization and perpetration of aggression tend to be highly correlated (e.g., Marshall & Rose, 1990) . Sansone and colleagues (2007) found that 64% of women in a primary care setting who reported experiencing intimate partner violence met criteria for BPD, whereas only 11% of nonabused women met diagnostic criteria, suggesting that BPD may increase the likelihood of victimization within romantic relationships.
Interpersonal Problems as Mediators Between BPD Symptoms and Aggressive Behaviors
No study has yet examined putative mechanisms that might explain the association between BPD and aggressive behaviors. It is important to identify factors that are more proximal to aggressive behaviors to predict those who are most likely to experience victimization and/or perpetrate aggressive behaviors as well as to develop interventions targeting the identified mechanisms. Interpersonal problems may explain the association between BPD and aggressive behaviors.
Interpersonal problems are also associated with aggressive behaviors. Patterns of verbal arguments and difficulty with conflict resolution are associated with perpetrating violence (Choice, Lamke, & Pittman, 1995; Foo & Margolin, 1995; Riggs & O'Leary, 1996) . Murphy and Hoover (1999) found that domineering, intrusive, and vindictive styles of relating to others correlated with perpetrating psychological aggression in romantic relationships. Similarly, a controlling interpersonal style has been found to be associated with perpetrating violence in romantic relationships (Blumenthal, Neemann, & Murphy, 1998) . Murphy and Blumenthal (2000) found that a domineering interpersonal style was related to perpetrating aggression as well as experiencing victimization in dating relationships. In addition, Ayduk and colleagues (2000) found that impulsive middle-school children who were high on rejection sensitivity were likely to be rated as aggressive by teachers and were more likely to be rejected by peers.
The interpersonal style of many individuals with BPD is characterized by hostile control and heightened sensitivity to rejection (Ayduk et al., 2008; Russell, Moskowitz, Zuroff, Sookman, & Paris, 2007; Stepp et al., 2009 ). Thus, the interpersonal problems associated with BPD might serve as more proximal variables that predict subsequent aggressive behaviors. This study extended previous findings regarding BPD, interpersonal problems, and aggression in several ways. First, we examined the differential prediction of psychological and physical victimization and perpetration of psychological and physical aggressive behaviors. These effects were examined after accounting for the contribution of other PD symptoms and known demographic risk factors of gender, age, and race, which bolsters the claim of specificity to BPD. Second, we collected information regarding aggressive behaviors that occur across all relationship contexts, not just romantic relationships. Finally, our study was longitudinal in nature, which allowed us to draw conclusions regarding the temporal ordering of these associations over the course of 2 years. The specific study hypotheses are as follows:
Hypothesis 1: BPD will predict both victimization and perpetration of violence even after accounting for other PD symptoms. Hypothesis 2: BPD will be uniquely associated with interpersonal problems characterized by sensitivity, ambivalence, and hostility. Hypothesis 3: These interpersonal problems, in turn, will mediate the relationship between BPD and victimization and perpetration of violence.
Method Sample
Patients (N = 138) from 21 to 60 years old were solicited from the general adult outpatient clinic at Western Psychiatric Institute and Clinic and were active in treatment at the time of participation in this study. Patients with psychotic disorder, organic mental disorders, and mental retardation were excluded, as were patients with major medical illnesses that influence the central nervous system and might be associated with organic personality change (e.g., Parkinson's disease, cerebrovascular disease, seizure disorders). All study procedures were approved by the University of Pittsburgh Institutional Review Board.
To examine the specificity of interpersonal dysfunction in BPD, we recruited patients from three groups: (a) those with BPD, (b) those with another PD (OthPD), and (c) those without a PD (NoPD). Announcements describing the study were posted in the clinic. Patients interested in participating contacted research staff and were prescreened by phone for the presence or absence of PD symptoms. An intake appointment was then scheduled. After completing intake procedures, 120 participants (87.0%) completed a 6-month follow-up appointment and 108 participants (78.3%) completed a 24-month follow-up session.
The mean age of the sample was 38 years (SD = 10.6) and 104 participants (75.4%) were female. One hundred three participants (74.6%) identified as White, 33 (23.9%) as African American, 1 (.7%) as Native American, and 1 (.7%) as Asian. Two participants (1.4%) identified ethnicity as Hispanic. In terms of marital status, 71 participants (51.4%) were single and never married, 36 (26.1%) were separated or divorced, 29 (21%) were married or in a long-term committed relationship, and 2 (1.4%) were widowed. A large majority of the sample obtained education beyond high school (n = 111; 80.4% with at least some vocational or college training), but the financial deprivation of the sample was high: 45.0% of the participants reported annual household incomes of less than US$10,000 and 66.7% less than US$20,000.
During the first assessment session, all patients were administered the Structured Clinical Interview for DSM-IV Axis I disorders (SCID-I; First et al., 1997b) . The most prevalent current diagnoses were affective and anxiety disorders (n = 54; 39.1%), followed by more complex presentations ("other disorders") that included eating, somatoform, dissociative, and sexual disorders comorbid with more common affective, anxiety, and substance use disorders (n = 29; 21.0%).
Measures
Consensus ratings of PD symptoms. Diagnostic assessments required three sessions, and each session lasted approximately 2 hr. Session 1 included administration of the SCID-I and other measures of current symptomatology. In session 2, a detailed social and developmental history was taken, using a semistructured interview, the Interpersonal Relations Assessment (IRA; Heape, Pilkonis, Lambert, & Proietti, 1989) , developed for this purpose. During Session 3, the Structured Clinical Interview for DSM-IV Axis II personality disorders (SCID-II; First et al., 1997a) was administered. Interviewers consisted of individuals with a minimum education level of a master's degree in psychology or social work. Interviewers were trained to administer assessments by the principal investigator (PAP) and senior research staff.
After the evaluations, the primary interviewer presented the case to a research team (at least three individuals were present) at a 2-to 3-hour diagnostic conference. All available data (historical and concurrent) were reviewed and discussed at the conference. Judges were given access to all interview data that had been collected, including current and lifetime Axis I information, symptomatic status, social and developmental history, life events, and personality features. During the diagnostic conference, Axis I diagnoses were made and a checklist of Axis II criteria for all PDs was completed by consensus, with each item rated 0 (absent), 1 (present), or 2 (strongly present). Based on the best estimate diagnostic case conference, the total sample included 54 BPD participants, 55 participants with another personality disorder, and 29 participants with no significant personality dysfunction. The majority of the other personality disorder group was composed of patients with a DSM-IV Cluster C PD (n = 54; 98.2%). Participants in this group also met criteria for Cluster A (n = 5; 9.1%) and non-BPD Cluster B (n = 15; 27.3%) PDs. For the present analyses, we used the sum of BPD symptom severity and the sum of OthPD symptom severity as predictors in our models.
Interpersonal problems. At the 6-month follow-up session, participants completed an adapted version of the Inventory of Interpersonal Problems (IIP; Horowitz, Rosenberg, Baer, Ureno, & Villasenor, 1988) . We selected 24 items to allow scoring of the IIP-Personality Disorder scales (Pilkonis, Kim, Proietti, & Barkham, 1996) . Items on the IIP are scored on a 5-point scale ranging from 0 = not at all to 4 = extremely distressing. We calculated five scales-Interpersonal Sensitivity, Interpersonal Ambivalence, Aggression, Need for Social Approval, and Lack of Sociability-associated with PDs (Pilkonis et al., 1996) .
The first three scales were empirically derived to discriminate between patients with any PD diagnosis versus no PD diagnosis. The fourth and fifth scales were empirically derived to discriminate between patients with a Cluster C PD and all others. The first scale, Interpersonal Sensitivity contains 11 items and includes items that suggest strong affectivity and reactivity: "I am too sensitive to rejection" and "It is hard for me to ignore criticism from other people." The second scale, Interpersonal Ambivalence, contains 10 items that reflect content relating to struggling against others and an inability to join collaboratively in either work or love: "It is hard to accept another person's authority over me," "It is hard to be supportive of another person's goals in life." The third scale, Aggression, contained seven items tapping into hostile behavior that is primarily verbal in nature: "I argue with other people too much." The fourth scale, Need for Social Approval, has nine items that suggest chronic anxiety about the evaluation of others: "I try to please other people too much." The last scale, Lack of Sociability, contains 10 items that describe problems in socializing and distress in the presence of others: "It is hard to socialize with other people." Alpha coefficients (assessing internal consistency reliability) for each scale were computed and ranged from .85 to .92 for interpersonal ambivalence and lack of sociability, respectively.
Aggressive behaviors. The frequency of victimization and perpetration of aggressive behaviors toward others during the past 2 years was assessed with the Revised Conflict Tactics Scale (CTS2; Straus, Hamby, Boney-McCoy, & Sugarman, 1996) at the 24-month follow-up session. The CTS2 contains 78 items that assesses five subscales: Negotiation, Psychological Aggression, Physical Assault, Sexual Coercion, and Injury and is the most widely used scale for assessing violence in relationships (Straus et al., 1996) . Items on the CTS2 are scored on a 7-point scale ranging from 0 = 0 times to 6 = 21 or more times.
For the current study, participants completed 40 items from the Psychological Aggression and Physical Assault subscales and items were slightly reworded to reflect victimization by anyone and perpetration against anyone, not just romantic partners. The CTS2 was scored by summing the ratings regarding the frequency of the behaviors in the past 2 years reported on each subscale differentiating between victim and perpetrator behaviors, which resulted in four constructs: Victim of Psychological Aggression (e.g., "How many times in the past 2 years did anyone insult or swear at you?"), Victim of Physical Aggression (e.g., "How many times in the past 2 years did anyone punch or hit you with something that could hurt?"), Perpetrator of Psychological Aggression ("How many times in the past 2 years did you threaten to hit or throw something at anyone?"), and Perpetrator of Physical Aggression ("How many times in the past 2 years did you beat anyone up?"). Alpha coefficients for each scale ranged from .78 to .89 for Perpetrator of Psychological Aggression and Victim of Physical Aggression, respectively. The scales were skewed, so we conducted square root transformations prior to conducting statistical analyses.
Data Analytic Strategy
We estimated multiple regressions simultaneously in a structural equation framework with Mplus software 5.2 (Muthén & Muthén, 2008) to predict four types of aggressive behaviors: (a) experiencing psychological victimization, (b) experiencing physical victimization, (c) perpetrating psychological aggression, and (d) perpetrating physical aggression. To ensure that the effects of the predictors were independent of general personality pathology and demographic variables, we controlled for other PD symptoms, sex, age, and minority race.
Mediation occurs when the relationship between two variables can be explained (at least partially) by a path through a third, or intervening, variable. The relationships among the variables must be embedded within a theoretical rationale to ensure construct validity. Two ways to test the mediated effect are (a) to test the significance of the difference in the effect of the predictor on the outcome with and without the intervening variable (e.g., Baron & Kenny, 1986) and (b) to test the significance of the product of the coefficients from the predictor to the intervening variable and the intervening variable to the outcome (e.g., Sobel, 1982) . Researchers have demonstrated that testing the product of the coefficients yields more statistical power than the Baron and Kenny causal steps method (MacKinnon, Lockwood, Hoffman, West, & Sheets, 2002) . Thus, we used the regression coefficients predicting interpersonal processes from BPD and OthPD symptom severity scores and those predicting interpersonal processes to interpersonal violence to calculate the significance of the indirect effect.
Results

Descriptive Statistics
Bivariate correlations among all study variables as well as means and standard deviations are presented in Table 1 . For ease of interpretation, we present the nontransformed means and standard deviations for the aggression variables in the table.
To determine if multicollinearity was a significant problem in this study, we examined the variance inflation factors (VIFs), which is superior to examining bivariate correlations (Mansfield & Helms, 1982) . For VIFs, we used the conventional cutoff value ≥ 10 to indicate cause for concern (e.g., Hair, Anderson, Tatham, & Black, 1995) . We ran several multiple regressions, regressing each predictor on all other predictors. The highest VIF value was 2.64, indicating that multicollinearity was not a significant problem in this study.
Interpersonal Problems as Mediators Between BPD Symptoms and Aggressive Behaviors
Interpersonal problems were tested as potential mediators of the effects of BPD symptoms on experiencing and perpetrating both psychological and physical aggressive behaviors. We estimated a multiple regression model simultaneously predicting types of aggressive behaviors from sex, age, minority race, OthPD symptoms, BPD symptoms, and interpersonal problems. The first part of the model tested BPD and OthPD symptoms at baseline predicting interpersonal problems 6 months later. Consistent with research demonstrating the deleterious effects of PD symptoms on interpersonal experiences, BPD symptoms at baseline significantly predicted higher levels of interpersonal sensitivity, interpersonal aggression, need for social approval, and lack of sociability (after adjusting for OthPD symptoms, sex, age, and ethnicity) 6 months later. In addition, BPD symptoms marginally predicted higher levels of interpersonal ambivalence. OthPD symptoms at baseline predicted greater interpersonal ambivalence and lack of sociability. OthPD symptoms also marginally predicted need for social approval. Results regarding the prediction of interpersonal problems are shown in Table 2 .
Results for the total model are presented in Table 3 . Female sex was associated with experiencing victimization via physical aggression across 2 years. Younger age was also associated with experiencing and perpetrating aggressive behaviors. Minority race was positively associated with perpetrating physical aggression. We tested the prospective relationship of BPD and OthPD symptoms at intake and types of aggressive behaviors over 2 years. After adjusting for sex, age, and minority race, BPD symptoms predicted experiencing both psychological and physical victimization and perpetrating psychological aggression over 2 years. OthPD symptoms did not significantly predict experiencing or perpetrating any type of aggression over the 2-year period.
In the same model (after adjusting for the effects of demographic variables and BPD and OthPD symptoms), interpersonal sensitivity predicted experiencing physical aggression victimization. Interpersonal aggression predicted experiencing physical aggression victimization as well as perpetrating both psychological and physical aggression. Need for social approval predicted being a victim of both physical and psychological aggression. Lack of sociability negatively predicted being a victim of psychological aggression and positively predicted perpetrating physical aggression. Interpersonal ambivalence did not predict any type of aggressive behavior.
We then used the coefficients from the multiple regression to test the significance of the indirect (mediated) paths (i.e., PD symptoms → Interpersonal problems → Aggressive behaviors), for each type of aggressive behavior. To test the significance of the indirect effects, we conducted Sobel's test for mediation (Sobel, 1982) . This method of testing the product of coefficients increases the statistical power to detect effects above the Baron and Kenny (1986) causal step method (MacKinnon et al., 2002) . We also calculated the proportion of the total effect of BPD and OthPD symptoms on the outcome that was indirect through interpersonal processes (MacKinnon, Warsi, & Dwyer, 1995) . Results are depicted in Figure 1 , in which bold lines represent significant indirect effects.
There was a significant indirect effect of BPD symptoms through need for approval predicting being a victim of psychological aggression (z = 2.09, 25.94% mediated and z = 1.68, 16.73% mediated, respectively). There was also a significant indirect effect of BPD symptoms through interpersonal sensitivity (z = −2.27, 51.08% mediated), interpersonal aggression (z = 1.98, 43.97% mediated), and need for approval (z = 1.87, 33.93% mediated) predicting victimization via physical aggression. The indirect effect of BPD symptoms through interpersonal aggression was also a significant predictor of perpetrating both psychological (z = 1.77, 30.96% mediated) and physical (z = 1.80, 57.62% mediated) aggression. Last, the indirect effect of BPD symptoms through lack of sociability was marginally predictive of perpetrating physical aggression (z = 1.68, 22.83% mediated). There was only one significant indirect effect of OthPD symptoms through interpersonal sensitivity marginally predicting victimization via psychological aggression (z = 1.68, 16.73% mediated). 
Discussion
The present study examined interpersonal problems as a mediator of the effects of BPD symptoms on types of aggressive behaviors across a 2-year period in a psychiatric sample. We extend previous work in this area by controlling for other PD symptoms and demographic variables as well as testing these associations in a longitudinal framework. We examined whether specific interpersonal difficulties differentially mediated the relationships between BPD and four types of aggressive behaviors: (a) experiencing psychological victimization, (b) experiencing physical victimization, (c) perpetrating psychological aggression, and (d) perpetrating physical aggression. The numbers presented are the standardized regression coefficients obtained from the multiple regression predicting categories of interpersonal aggression from personality disorder symptoms and interpersonal problems (sex, minority race, and age were controlled). Only the significant indirect pathways are shown. The thick lines represent significant mediational pathways. *p < .10. **p < .05. ***p < .01. ****p < .001.
The first finding of interest was that BPD symptoms uniquely predicted interpersonal problems 6 months later after controlling for other PD symptoms and demographic characteristics. Specifically, BPD symptoms predicted interpersonal sensitivity, interpersonal aggression, need for social approval, and lack of sociability. BPD symptoms only marginally predicted interpersonal ambivalence. Second, BPD symptoms predicted aggressive behaviors over the subsequent 2-year period, which is consistent with findings from previous cross-sectional studies (e.g., Dutton, 1995; Ross & Babcock, 2009) . BPD symptoms uniquely predicted experiencing both psychological and physical victimization as well as perpetrating psychological aggression toward others. Although we found a significant bivariate association between BPD symptoms and perpetration of physical aggression, these symptoms did not uniquely predict perpetrating physical aggression after controlling for demographic variables, interpersonal problems, and other PD symptoms. Age was also predictive of aggressive behaviors; younger age was associated with more violence over the subsequent 2-year period. This result underscores the importance of controlling for other PD symptoms and demographic variables to understand the specificity of the relationship between BPD, interpersonal problems, and aggressive behaviors.
Interpersonal problems mediated the relationship between BPD symptoms and subsequent aggressive behaviors. Specifically, BPD symptoms predicted interpersonal sensitivity, interpersonal aggression, need for social approval, and lack of sociability, which in turn predicted aggressive behavior over the 2-year period. Interestingly, higher levels of interpersonal sensitivity were associated with less risk for aggressive behavior. This could be because individuals with high levels of interpersonal sensitivity are concerned about the fallout that ensues from violence, which serves to inhibit impulsive aggression. Thus, the effects of BPD symptoms on aggressive behaviors can be accounted for, at least in part, by more specific interpersonal problems. Findings point to specific interpersonal mechanisms that may place individuals with BPD at risk for experiencing violence as well as perpetrating aggressive behaviors, highlighting the need for assessment of interpersonal difficulties in patients with BPD.
An important contribution of the present study is the distinction among different types of aggressive behaviors, including experiencing and perpetrating both psychological and physical aggression, in examining mediational pathways. Interpersonal sensitivity predicted less victimization via physical aggression over the subsequent 2-year period. This finding suggests that high levels of interpersonal sensitivity in individuals with BPD may protect them from being physically victimized. It is possible that individuals with BPD who are highly sensitive to criticism may avoid relationships with individuals who are prone to engage in violent behavior. In contrast, IIP-reported aggression (i.e., verbal aggression and hostility) predicted more victimization via physical aggression over the subsequent 2-year period. In addition, those with high levels of IIP-reported aggression were somewhat more likely to perpetrate both psychological and physical aggression over the 2-year period. These findings regarding the importance of verbal aggression and hostility in predicting subsequent victimization and perpetration are consistent with previous results reporting a link between verbal aggression and violence in romantic relationships (e.g., Choice et al., 1995; Kalmuss, 1984) . Our results suggest that verbal aggression and hostility are possible mechanisms that explain the high correlation between perpetration and victimization (e.g., Marshall & Rose, 1990) . Interestingly, need for social approval predicted experiencing more victimization via psychological and physical aggression, suggesting that individuals who are overly concerned with pleasing others are at high risk for experiencing victimization. This could possibly be because these individuals find it particularly difficult to leave abusive relationships. Last, lack of sociability was somewhat predictive of perpetrating physical aggression toward others over the subsequent 2-year period, which is also consistent with previous work identifying associations between difficulties with conflict resolution and violent behavior in romantic relationships (Foo & Margolin, 1995; Riggs & O'Leary, 1996) . Findings suggest that individuals who perpetrate aggressive behaviors may not have the social skills to successfully negotiate with others during a disagreement.
Strengths of the study include the multimethod, intensive, and longitudinal assessment process, the distinction between categories of aggressive behavior, and the provision of a theoretically coherent interpersonal context for aggression. By demonstrating that separate interpersonal mechanisms underlie these different types of behaviors, this study highlights the importance of distinguishing between them. We used clinician assessment of PD symptoms and then relied on a consensus model of rating the presence of each symptom. The interpersonal problems were assessed via self-report at 6-month followup and the aggressive behaviors were also assessed via self-report 2 years after the baseline assessment. Elucidating an interpersonal framework for different types of aggressive behavior is an important contribution for understanding interpersonal violence and extends our previous work regarding these interpersonal problems as mediators of suicide and self-harm behaviors (Stepp et al., 2008) .
The results of this research are not without limitations. We were not able to control for previous aggressive behaviors, so we are not able to conclude that BPD symptoms and interpersonal problems predicted a change in aggressive behaviors. However, we did ask only about aggressive behaviors that occurred in the 2-year period following the baseline assessment. Importantly, the causal assumptions underlying these analyses cannot be confirmed directly, but it is plausible that a transactional relationship occurs between aggressive behaviors and interpersonal problems. For example, individuals who are overly concerned with pleasing others are more likely to experience victimization, which in turn also increases their need for social approval, making future victimization more likely. Future work should examine a state-trait model of interpersonal problems and aggressive behavior prospectively to better understand the dynamic nature of these constructs. The relatively small size of our sample precluded our ability to test these models. The sample was predominately female which is consistent with the preponderance of women with BPD in clinical samples (Skodol & Bender, 2003) . However, these findings may not generalize to community samples with BPD or to men.
In sum, individuals in a psychiatric setting with BPD are likely to experience interpersonal problems, which, in turn, may lead to victimization and perpetration of aggression toward others. For example, lack of sociability may lead to the perpetration of violence. This highlights the clinical utility of screening for interpersonal problems in this population as a way to identify those who appear to be at risk for violent behaviors. In addition, findings suggest the importance of interpersonal skills training for individuals with BPD who experience and engage in aggressive behaviors (Linehan, 1993; McLeavey, Daley, Ludgate, & Murray, 1994) .
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